The standard treatment for node-positive cervical cancer after radical hysterectomy is pelvic radiotherapy and concurrent chemotherapy. Given the potential toxicity of postoperative radiotherapy, we used the lymph node ratio ( 
INTRODUCTION
Uterine cervical cancer will be responsible for an estimated 12,900 new cases and 4,100 deaths in the United States in 2015 [1] . Radical hysterectomy and pelvis with or without para-aortic lymphadenectomy is a standard treatment for early-stage cervical cancer. Although lymph node status is a prognostic factor, the current International Federation of Gynecology and Obstetrics (FIGO) staging system does not assess this feature [2] . The 7th edition of the American Joint Committee on Cancer (AJCC)/Union for International Cancer Control (UICC) staging system only classifies the lymph nodes as N0 (negative) or N1 (positive) [3] .
However, the lymph node ratio (LNR), the ratio between the number of positive lymph nodes and removed lymph nodes (RLNs), is an important prognostic factor in breast, esophageal colorectal and other cancers, and has recently been reported to have prognostic value of survival in cervical cancer [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] .
The LNR accurately reflects the patient's lymph node status and may enable selection of the optimal treatment. Postoperative radiotherapy (RT) is prescribed for patients with known risk factors, including positive lymph nodes, parametrical invasion, bulky tumors and a positive resection margin [19] . However, severe RT-induced toxicity on the gastrointestinal system, bones and sexual function negatively affect patient quality of life [20] . www.impactjournals.com/oncotarget Therefore, it would be desirable to be able to identify subgroups of patients with cervical cancer who could be spared RT. The LNR has predictive significance for the benefit of postoperative RT in oral cavity cancer [21] . Thus, in this study, we used the data from the Surveillance Epidemiology and End Results (SEER) database to investigate the predictive value of the LNR for the benefit of postoperative RT in lymph node-positive cervical cancer.
RESULTS

Demographic and clinicopathological characteristics
In total, 2,269 eligible patients were identified (Table 1 The median number of RLNs was 19 (range, 1-88), the median number of positive lymph nodes was 2 (range, 1-32), and the median LNR was 0.09 (range, 0.01-1.00). An LNR of 0.16 was identified as the optimal cut-off point (cervical cancer-related survival [CCSS] , Area Under receiver operating characteristic (ROC) curve = 0.599, P < 0.001; overall survival [OS] , Area Under ROC curve = 0.602, P < 0.001) and used to assess the prognostic and predictive value of the LNR ( Figure 1A-1B) .
A total of 1,863 (82.1%) patients received postoperative RT. Patients who received postoperative RT were more likely to be White and more likely to be diagnosed between 1998 and 2002. Age, tumor histology, grade, FIGO stage and LNR were not significantly associated with postoperative RT (Table 1) .
Survival outcomes and prognostic analysis
Median follow-up for all patients was 78.0 months (range, 1-298). A total of 794 (35.0%) patients died during follow-up; 67.9% (539/794) died of cervical cancer-related disease. The 5-and 10-year CCSS rates were 77.9% and 74.0%, respectively; 5-and 10-year OS were 71.4% and 64.4%, respectively.
In both univariate and multivariate analysis, year of diagnosis, tumor histology, grade, FIGO stage, the number of positive lymph nodes, LNR and postoperative RT were significantly associated with CCSS (all P < 0.05). Age at diagnosis and the number of RLNs were significantly associated with CCSS in the univariate analysis, but not in multivariate analysis. Year of diagnosis, age at diagnosis, tumor histology, FIGO stage, the number of positive lymph nodes, the number of RNLs, LNR and postoperative RT were associated with OS in univariate and multivariate analysis (all P < 0.05; Tables 2 and 3 ).
LNR and outcome of postoperative RT
There were 1,576 (69.5%) and 693 (30.5%) patients with LNR ≤ 0.16 and LNR > 0.16, respectively. The LNR classifications was associated with year of diagnosis, age at diagnosis, grade, and FIGO stage (P > 0.05 for all) ( Table 4) . LNR was associated with CCSS and OS in both univariate and multivariate analyses, a higher LNR was significantly associated with a poorer outcome. This association remained true whether or not the number of positive lymph nodes and the number of RNLs were included in the multivariate analysis model. In addition, LNR was prognostic in both patients who received postoperative RT and those who did not. We were not further analysis the effect of the number of positive lymph nodes and the number of RLNs on survival given the inherent relationship between the number of positive lymph nodes, the number of RLNs and LNR.
In the entire cohort, postoperative RT was associated with an improvement in CCSS (P = 0.022) and OS (P = 0.001; Figure 2A -2B). Postoperative RT was associated with significantly improved CCSS (P < 0.001) and OS (P < 0.001) in patients with a LNR > 0.16 ( Figure 3A -3B). Conversely, postoperative RT was not associated with CCSS (P = 0.620) or OS (P = 0.167) in patients with a LNR ≤ 0.16.
In patients with ≤ 10 RLNs (n = 422), postoperative RT was not associated with CCSS (P = 0.620) or OS (P = 0.426) in patients with a LNR ≤ 0.16. In contrast, postoperative RT was associated with improved CCSS (P = 0.005) and OS (P < 0.001 in patients with ≤ 10 RLNs and a LNR > 0.16 ( Figure 4A-4B ).
In patients with > 10 RLNs (n = 1,847), postoperative RT was not associated with CCSS (P = 0.711) or OS (P = 0.217) in patients with a LNR ≤ 0.16. In contrast, postoperative RT was significantly improved CSSS (P = 0.013) and OS (P = 0.006) in patients with a LNR > 0.16 ( Figure 5A -5B).
DISCUSSION
The current UICC/AJCC staging system for cervical cancer does not consider the number of positive lymph nodes, though this factor significantly affects survival [22] [23] [24] . Additionally, a higher number of RLNs has a positive impact on survival in lymph node-positive cervical cancer [25] . The number of positive lymph nodes is affected by the number of RLNs; hence application of the LNR for prognostic analysis could reduce the discrepancies in assessment of lymph node status between different surgeons and pathologists [26] . Additionally, LNR could help to reduce prognostic variations due to different lymph node dissection levels [27] .
The LNR been reported to have prognostic value in a range of gynecologic cancers [10] [11] [12] [13] including cervical cancer [14] [15] [16] [17] [18] . Our analysis based on the SEER database demonstrates the LNR has prognostic value in lymphnode positive stage I-II cervical cancer; patients with a high LNR (> 0.16) had significantly poorer CCSS and OS. The pelvic lymph node drainage area is the major target volume of postoperative RT in cervical cancer; RT aims to reduce local recurrence and improve survival [19] . However, no study has confirmed the value of postoperative RT for patients with different nodal disease burdens. In oral cancer, postoperative RT did not provide a survival advantage in patients with a lower LNR, but RT was significantly improved survival in patients with a higher LNR [21] . This study demonstrates postoperative RT did not affect survival in patients with a LNR ≤ 0.16, but significantly improved CCSS and OS for patients with a LNR > 0.16, and these relationships were not affected by the number of RLNs. Therefore, we recommend the LNR should be considered when prescribing postoperative RT in node-positive cervical cancer. When compared to lymph nodes at distant anatomical locations, elevated numbers of regulatory T cells (Treg) and a decreased CD8+ T cell/Treg ratio were reported for both of the positive and negative lymph nodes in the regional lymph node area of patients with cervical cancer, which may reflect an immune suppressive microenvironment that promotes metastatic spread [28] . It is possible that patients with a higher LNR have more number of positive lymph nodes and fewer dissected lymph nodes which may indicate the presence of an immune suppressive microenvironment that could increase the risk of treatment failure; this may explain the survival benefit of postoperative RT in patients with a high LNR. This work has several limitations. Firstly, inherent biases exist in retrospective studies. Secondly, information on tumor factors (parametrical invasion, lymphovascular invasion, margins) and treatment factors (preoperative and postoperative chemotherapy, radiotherapy techniques) could not be obtained from the SEER database. Additionally, the lack of postoperative local control and subsequent pelvic recurrence may potentially impact the clinical value of the LNR. In addition, we also found that the cut-off point of the LNR was differernt from that in previous sutdied (range: 0.066-0.10) [14] [15] [16] [17] [18] . However, this study is the largest analysis of the prognostic value of the LNR in cervical cancer, which reduces the potential for selection and surveillance biases. In conclusion, the LNR is an independent prognostic factor for CCSS and OS in node-positive cervical cancer and it can be considered as a useful factor to predict the outcome of postoperative RT. Patients with a lower LNR may not benefit from postoperative RT and could avoid the associated toxicities. These findings may assist with clinical decision-making regarding postoperative RT in lymph node-positive cervical cancer; confirmation of these results in large, prospective, randomized clinical studies is warranted.
MATERIALS AND METHODS
Patients
Patients with a primary diagnosis of FIGO stage I-II uterine cervical cancer (International Classification of Disease for Oncology, Third Edition) between 1988 and 2010 were identified from the SEER database. Patients who received hysterectomy with pathologicallyconfirmed lymph node involvement were included. Patients who did not receive lymph node examinations, with an unknown number of positive lymph nodes, with unspecified/unknown radiotherapy plans, who received RT before surgery or who received radioisotope/radioactive implants were excluded. Permission was obtained to access the research data files from the SEER (reference number 11252-Nov2014) [29] . This study was approved by the ethics committees of the First Affiliated Hospital of Xiamen University.
Demographic and clinicopathological factors
The following covariates were collected from the database: year of diagnosis, age at diagnosis, race, FIGO stage, grade, LNR and postoperative RT. Vital status, including cause of death and follow-up duration were recorded. The primary outcomes were CCSS and OS. LNR was calculated as the number of pathologically-positive lymph nodes divided by the total number of RLNs.
Statistical analysis
Statistical analyses were performed using SPSS version 21.0 (IBM Corporation, Armonk, NY, USA). The chi-square test was used to compare demographic and clinicopathological characteristics between patients grouped by categorical variables. The optimal cutoff point for the LNR was determined by ROC curve analysis. Survival rates were calculated using the Kaplan-Meier method and compared using the log-rank test. Univariate and multivariate Cox regression analyses were performed to identify prognostic factors. Factors deemed significant in univariate analysis were included in multivariate analysis; P < 0.05 was considered significant in all analyses.
